SUMMARY Over a five year period 55 fetuses had abnormalities of the urinary tract detected by antenatal ultrasound scan. The incidence was 1:935 total births during a one year prospective study. Intrauterine intervention was undertaken in five for suspected obstructive uropathy, which was confirmed in only two. Of 51 live born infants, five died (two with renal failure), and only 18 (35%) had a clinically detectable abnormality at birth. Twenty seven patients underwent postnatal operations, the remainder being treated conservatively.
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Antenatal counselling was seldom undertaken by those responsible for the postnatal care. There were many instances of prospective parents receiving little or inappropriate information. Greater cooperation is required between all the staff concerned particularly as the natural history and appropriate postnatal management of some urinary tract abnormalities are still not known.
The use of real time ultrasonography in obstetric practice has resulted in an increase in the detection rate of fetal urinary tract abnormalities in district hospitals as well ats in specialist centres. 2 Any suggestion of fetal abnormality on the antenatal scan can cause great anxiety and distress to the parents.3 Abnormalities can, however, be difficult to characterise fully given the limitations of ultrasonography and the relative paucity of knowledge about the natural history of developmental lesions.4 Previous reports have documented a poor correlation between the antenatal findings aind the postnaital 5 6 diagnoses.
Problems of diagnostic accuracy are combined with uncertainty about both the prognosis of many of the abnormalities and of the role of prenatal surgery.7 8 Urinary tract abnormalities occur in about 1:1200 pregnancies9 and hence the individual members of the obstetric and paediatric staff Care likely to have only limited experience with these lesions. Poor communication among staff in different specialities will only add to the difficulties of counselling the parents both antenatally and postnatally. We report our experience to illustrate some of the diagnostic and therapeutic dilemmas that arise when urinary tract abnormalities are detected antenatally. We emphasise the need for good communication and exchange of information among staff in the departments of obstetrics, radiology, and paediatrics. The diagnostic accuracy of the antenatal ultrasound scans did seem to improve during the study and this probably reflects improvement in the technical field as well as the learning curve of the ultrasound operators. Though Pocock et al sug- gested that the antenatal ultrasound examination correctly diagnosed the urological abnormality in all but four of 28 patients, the ultrasound diagnosis was often non-specific, as in our series, and consisted largely of hydronephrosis or cystic appearances in both kidneys.' Of some concern are the instances of incorrect diagnoses being made-for example, infantile polycystic kidneys. The prognosis for this condition may be poor, and one set of parents in our series were counselled inappropriately because the fetus was subsequently shown to have apparently normal kidneys. Another infant had severe bilateral vesicoureteric reflux.
Patients and methods

Between
Because only 35% of urinary tract abnormalities were clinically detectable at birth there have been many management dilemmas posed by the detection of problems that might have remained clinically silent. The need for removal of an asymptomatic multicystic dysplastic kidney and the timing of operation for obstruction to the pelviureteric junction are two such examples. '2 13 More important is the place of antenatal surgical intervention.8 14 15 The fetus with a unilateral renal lesion can safely be observed if a normal kidney is present on the other side and there is no evidence of oligohydramnios. The dilemma arises if the fetus has both kidneys affected. In a highly selected series of 73 placements of catheter shunts for fetal obstructive uropathy reported to the International Fetal Surgery Registry, the death rate associated with the operation was 4-6%.o l The procedure was undertaken at a mean (SD) of 24-2 (5) weeks (range 17 to 36) and 30 fetuses (41%) survived. Twenty seven of the 29 postnatal deaths were due to pulmonary hypoplasia, and of the 30 surviving fetuses, 16 had posterior urethral valves, one had urethral atresia, three had prune belly syndrome, and 10 died of unknown causes. The reasons for selection and lack of details about the patients makes interpretation of any possible benefit difficult.
Our own series highlights the problem of differentiating true obstructive uropathy from nonobstructive lesions, and we further question the role of untrauterine intervention. The fetus with bilateral renal disease associated with oligohydramnios early in pregnancy seems to have a poor prognosis with a high incidence of chromosomal abnormalities.2
Most urinary tract abnormalities, however, will be recognised on a scan later in the pregnancy. In the rare instance of a fetus developing increasing bilateral hydronephrosis from suspected obstructive uropathy, early delivery in an appropriate neonatal unit may be preferable to antenatal operation.
Reviewing our experience has led us to assess critically the lines of communication that are used 722 Watson, Readett, Nelvon, Kapila, anid Mayell when an abnormality is detected antenatally. A report of such an abnormality by the radiographer to the referring obstetrician may result in a request to a radiologist for a repeat scan, referral of the patient to a specialist obstetrics centre, enlistment of the help of a paediatric physician or surgeon, or a 'wait and see' policy. Counselling is generally done by the obstetricians. Though we do not have accurate information about the timing or content of parental counselling we do know of many instances of inappropriate counselling, and also of parents not being told of abnormalities before the birth of their child. In most instances the paediatric staff were not informed before the birth of the child either, and this has also been reported from other centres. It is obvious that there should be greater interchange of information among staff in the departments of obstetrics, radiology, paediatrics, and clinical genetics. All parents that we have spoken to have suggested that more information would have been welcome and the sharing of knowledge among the disciplines can only help us all to traverse the learning curve. Discussion of our own local experience with our obstetric colleagues has led to more requests for antenatal counselling by the paediatric staff.
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